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INTRODUCTION 
While they are considered problems associated with developing countries, maternal morbidity 
and mortality continue to be a profound issue in the United States of America (WHO, 2015).  
Maternal morbidity refers to “any health condition attributed to and/or aggravated by pregnancy 
and childbirth that has a negative impact on the woman’s wellbeing” (WHO, 2013) while 
maternal mortality refers to “any health condition attributed to and/or aggravated by pregnancy 
and childbirth that has a negative impact on the woman’s wellbeing” (WHO, 2013).  Between 
the years 1987 and 2012, the maternal mortality rate in the United States more than doubled, 
from 7.2 to 17.8 maternal deaths per 100,000 live births (CDC, 2016).  Maternal mortality, 
specifically, is undoubtedly worsening in the United States, with documented racial and ethnic 
disparities (CDC, 2016). In fact, during 2011-2012, it was reported that the pregnancy-related 
mortality ratios were 11.8 and 41.1 deaths per 100,000 live births for White and Black women, 
respectfully (CDC, 2016).  The fact that Black women are nearly four times as likely as White 
women to experience a pregnancy-related death is an appalling statistic.  As was said in the 
documentary Unnatural Causes, “There is something about growing up as a black female in the 
United States that’s not good for your childbearing health” (Adelman, 2008).  
 
The aforementioned is especially the case in poor cities, like Philadelphia, which is racially 
segregated and burdened by a variety of health inequalities.  Specifically, the city of Philadelphia 
experiences the highest maternal mortality rate of all large cities (Bloch, 2011).  The leading 
cause of maternal mortality in Philadelphia is cardiovascular complications during pregnancy, 
which women with diabetes mellitus are at more risk for (Bloch, 2011).  Diabetes mellitus comes 
in many forms, but the most common forms are Type 1, Type 2, and Gestational.  Type 1 
diabetes occurs when the insulin producing beta cells in the pancreas are damaged (Cleveland 
Clinic, 2013).  With type 1 diabetes, the pancreas does not produce a sufficient amount of 
insulin, if it produces any at all, and as a result, the body’s cells cannot uptake the sugar for use 
as energy (Cleveland Clinic, 2013).  With type 2 diabetes, the pancreas does make insulin, but 
“either doesn't produce enough insulin or the insulin does not work properly” (Cleveland Clinic, 
2013).  Lastly, gestational diabetes “gestational diabetes occurs when there is a high blood 
glucose level during pregnancy. As pregnancy progresses, the developing baby has an increased 
need for glucose. Hormone changes during pregnancy also affect the action of insulin, resulting 
in high blood glucose levels” (Cleveland Clinic, 2013).  If pregnant women have either of these 
forms of diabetes, their pregnancy is considered to be high-risk (National Institute of Diabetes 
and Digestive and Kidney Diseases, 2013).  In order to prevent serious complications during 
pregnancy that can lead to mortality, some obstetricians refer pregnant diabetic women to 
perinatal nursing home visiting services. 
Home visiting models of care for urban high-risk Maternal and Child Health populations are 
expanding as an evidence-based approach to improve maternal-infant health. Surprisingly, with 
increasing prevalence rates of chronic, non-communicable diseases such as diabetes mellitus and 
hypertension, minimal attention has been given to urban populations of pregnant women with 
diabetes and hypertension that may be receiving home visiting.  Diabetes and hypertension are 
serious complications of pregnancy that necessitate more intensive medical and nursing 
management. To promote optimal health and prevent serious complications, obstetricians in the 
Philadelphia area can and should refer medically-high risk pregnant women to perinatal nursing 
home visiting services. Within the home environment, nurses can effectively assess bio-
psychosocial health and tailor nursing services and teaching to optimize health and health 
outcomes.  Because little research attention has been given to this particular evidence-based 
Transitional Care Model (TCM) of perinatal nurse home visiting services, an academic-
community-based partnership was formed to study the utilization, processes, and outcomes of 
this model of perinatal nurse home visiting as it exists today in Philadelphia, Pennsylvania.  This 
was initially studied in the 1980s at the University of Pennsylvania.  Our initial analyses from 
data retrieved more recently revealed that 595 pregnant women in the Philadelphia area were 
referred for TCM perinatal nurse home visiting services during the year 2012.  Multiple visits 
were authorized during the pregnancy.  In the next phase of the research, an interdisciplinary 
perinatal health disparities research group, including myself, began asking research questions of 
data that exists in a REDCap research database, which was developed from record abstraction of 
the Stork Watch’s perinatal nurse home visiting health records. 
 
This paper will specifically look at the steps taken to accomplish the primary foal of this phase of 
the research, which was to use the information documented on the health forms to determine the 
key concerns and/or themes of both nurses and patients during perinatal nurse home visits. 
 
 
METHODS 
 
Research Design 
In order to determine the key concerns and/or themes of the nurses and patients during the 
perinatal nurse home visits, a qualitative content analysis of the narrative data was conducted.  
Qualitative content analysis is just one of the many techniques used in research to analyze text 
data.  Research that utilizes qualitative content analysis as the method of choice usually focuses 
on “the characteristics of language as communication with attention to the content or contextual 
meaning of the text” (Hsieh & Shannon, 2005).  The text data can come in the form of verbal, 
print, electronic, and can be obtained from sources such as narrative responses, open-ended 
survey questions, interviews, focus groups, observations and more” (Hsieh & Shannon, 2005).  
Essentially, the main goal of a qualitative content analysis is to “provide knowledge and 
understanding of the phenomenon under study” (Hsieh & Shannon, 2005).  This is exactly what 
we intended on doing so it was decided that a qualitative content analysis of the study’s narrative 
data was the best method to utilize. 
 
Study Setting 
All data were obtained by nurses during their visits to patients who were referred for specialized 
nursing home visiting care because their pregnancy was complicated by type 1, type 2, or 
gestational diabetes.  All visits were conducted during the year 2012 in Philadelphia, 
Pennsylvania.  Referrals for this service came through obstetric providers in the Philadelphia 
region.  The agency that provided this unique home service was an independent health care 
agency by the name of Stork Watch.  Stork Watch is a home health service for women with high-
risk pregnancies and/or postpartum complications.  For the purpose of our research, we were 
interested in the women who Stork Watch served with high-risk pregnancies due to diabetes in 
the Philadelphia region. 
 
 
 
Study Sample 
The sample used for our research was a convenience sample based on the data that were 
abstracted from the Stork Watch health forms and entered into the uniquely designed REDCap 
database.  The data used for this analysis comes from a total of 781 home visits that were 
conducted to a subgroup of 137 patients that were visited during the year 2012, primarily for 
their diabetes.  Patient weight was one dimension we chose to look at.  Of the pregnant women 
with diabetes, those that had a weight recorded at their initial intake visit was n=121.  There were 
missing data on weight for 16 patients.  Of interest, the majority weighed between 200 and 250 
pounds (n=67), with a sizable portion of the women weighing more than 250 pounds (n=27) 
(Table 1).  Because obesity is commonly determined by body mass index (BMI), weight in 
kilograms divided by height in meters squared, we compared our data to a standardized BMI 
table (National Heart, Lung, and Blood Institute, 2016) in order to be able to better describe our 
patients’ weight data.  While patient heights were not recorded during nurse home visits, general 
conclusions could be drawn based on data that was provided.  A BMI of 30 or above classifies an 
individual as obese (CDC, 2012).  For example, a women who weighs 203 pounds will be 
classified as obese if she is 69 inches or below (CDC, 2012). Assuming that there was a small 
percentage of patients greater or equal to 69 inches tall, at least one of two women that the nurses 
visited were obese.  Additionally, from other analyses of the sample, not presented here, many of 
these diabetic women had many out of range blood sugars. 
 
Table 1: Patient weight at initial intake visit (N=121) 
Weight (Pounds) N (%) 
<200 27 (22.3%) 
200-250 67 (55.3%) 
>250 27 (22.3%) 
 
 
 
Study Procedures 
As was previously mentioned, narrative data was extracted from Stork Watch health record 
forms and entered into a specialized REDCap database.  All REDCap database forms for this 
study were designed to be exact replicas of the Stork Watch health forms used during nursing 
home visits.  This allowed for simple and complete data entry into REDCap.  Much of the data 
entered were structured field codes based on the Omaha System.  This system is a “research-
based, comprehensive, standardized taxonomy or classification that exists in the public domain. 
It is designed to enhance practice, documentation, and information management. It is intended 
for use across the continuum of care for individuals, families, and communities who represent all 
ages, geographic locations, medical diagnoses, socio-economic ranges, spiritual beliefs, 
ethnicity, and cultural values” (The Omaha System, 2005).  There were, however, several field 
text boxes for open-ended data entries where the notes could be entered.  For open-ended 
questions or open field boxes, data entry persons would read hand written data to the best of their 
ability and type it into the text box fields in the REDCap system. 
 
 
 
DATA ANALYSIS 
It has been mentioned that a qualitative content analysis was performed to generate findings on 
the overarching themes within conversations between patients and nurses during nurse home 
visits.  The qualitative content analysis was conducted by using narrative data extracted from 
existing health records of perinatal nurse home visiting services.  Stork Watch’s, a community-
based perinatal agency, health forms were developed by using the Omaha System, a research-
based, comprehensive practice and documentation standardized taxonomy.  The Omaha System 
is the gold standard for health information documentation for nurse home visiting services used 
in various populations across the life span.  In Stork Watch’s health forms, separate narrative 
fields exist to record narrative data of the comments that are not captured elsewhere on the health 
forms that are mostly check-off fields. These narrative data were extracted from the REDCap 
database for this content analysis. 
 
The extracted data was separated into four spreadsheets, Comments, Nurse’s Concerns, Patient’s 
Concerns-Goals, and Why Not Two Days.  The Comments spreadsheet compiled a list of 
comments that the nurses made about their patients, regarding their visit.  Similarly, the Nurse’s 
Concerns spreadsheet compiled a list of specific concerns that the nurses had about their 
patients.  The Patient’s Concerns-Goals spreadsheet was a compilation of the comments, 
concerns, or goals the patient mentioned during their visit.  Lastly, the Why Not Two Days 
spreadsheet provided reasons why the patient may not have had their first perinatal visit within 
two days of their referral.  For the purpose of our research, the spreadsheets that were relevant 
were the General Comments, General Nurse’s Concerns, and General Patient’s Concerns/Goals 
spreadsheets.  Our team read and re-read the narrative data in order to identify any themes.  After 
reading the narrative, we began searching for keywords.  Because we saw “weight”, “obesity”, 
“diet”, “sugar”, and “blood glucose” being mentioned often, we did a keyword search for these 
words within all of the three spreadsheets.  This method provided us with some noteworthy 
information. 
 
 
RESULTS 
Of the 781 home visits, there were a total of 484 special narrative notes (134 General Comments, 
296 General Nurse’s Concerns, and 54 General Patient’s Concerns/Goals).  The content analysis 
revealed that nurses and pregnant women mutually shared concerns about the challenges in self-
management of diabetes.   For example, “control BS,” “control blood sugar,” “I have the sugar 
thing,” and “to keep sugar normal and not have diabetes after delivery” were all comments 
mentioned by patients.  Similarly, nurses documented things like “unable to locate glucometer 
and BS diary during visit,” “patient still fails to check all blood sugars,” “patient hasn't been 
checking blood sugar regularly,” and “random BS 117; demonstrated to patient how to use 
glucometer.”  Written concerns of pregnant women included their worries about their baby’s 
health.  An example of this is a patient comment that stated “more average outcomes for the 
baby.”  There was a finding that was rather surprising though.  Although 41% of the nursing 
comments pertained to the patients’ obesity, this was hardly documented in the patient’s 
concerns/goals, only being mentioned 7% of the time.  There seems to be discordance between 
nurses and patients in their concerns about weight.  Below is a table with examples of comments 
and/or concerns of the nurses and patients. 
 
 
 
Table 2: Examples of discordance in concerns about weight 
Nurses Patients 
“obese (5'2'' height)” “able to do diet” 
“obese 230 lbs pre-pregnant delivered > 39 
weeks” 
“food plan” 
“obese diabetic since 15 years”  
“obese; refused home visiting -not satisfied 
with nurse” 
 
“asthma obesity depression migraines anxiety”  
“diabetes HTN obese delivered 39 weeks”  
“most likely Diabetes Type 2 obese (BMI 
39.9) asthma d/c after put on glyberide - 
meeting self-care competencies” 
 
 
 
DISCUSSION 
The above results show that there is discordance between nurses and patients in their concerns 
about weight.  Now the difficult part is trying to understand why exactly this discordance might 
exist.  There are likely a host of reasons that can explain this phenomenon.  However, after a 
detailed review of literature, the study team concluded that three major factors might be at play 
here.  Those three factors are the different perceptions and expectations surrounding weight 
among patients and providers, barriers to following dietary recommendations, and racial 
differences in weight perception. 
 
Different Perceptions and Expectations Surrounding Weight Among Patients and 
Providers 
Western culture on a whole holds many negative attitudes and beliefs and even discriminates 
when it comes to obesity.  Though medical providers are supposed to be non-judgmental and 
have the patient’s best interests in mind, sometimes these providers can be the very ones 
expressing widely accepted weight-related stereotypes on their patients.  In a study entitled 
Nurses’ Attitudes Towards Adult Patients Who Are Obese: Literature Review, the findings 
showed that health professionals might also have negative attitudes and that because of this, 
patients might not access pertinent health services (Brown, 2006).  Specifically, “about a quarter 
of participants reported that they felt quite unsure about the reasons for weight being raised as an 
issue initially. They took it as a general admonition to lose weight rather than related to a specific 
health problem” (Brown, 2006).  Another study, Weight-Related Perceptions Among Patients 
and Physicians, showed that overall, physicians classified patients as a heavier descriptive 
weight category and reported worse health impacts as compared to the patients (Befort et al., 
2006).   
 
 
 
 
 
Barriers to Following Dietary Recommendations 
In our narrative data, we observed that diet was brought up as a patient concern more than once.  
It is not unlikely that issues with diet might present itself as a reason that patients do not 
specifically mention their weight to providers during visits.  One study, Barriers to Following 
Recommendations in Type 2 Diabetes, agreed with the aforementioned hypothesis.  This study 
made use of focus groups, and in them, the most commonly identified barrier was the cost of 
food, then small portion sizes, then support and family issues, and quality of life and lifestyle 
issues (Vijan, 2004).   
 
Racial Differences in Weight Perception 
Perception of weight may also be playing a role in why discordance exists between nurse and 
patient concerns about weight.  Research has shown that there are racial differences in weight 
perception.  The results of a study entitled Racial/Ethnic Differences in Weight Perception found 
that, generally, racial/ethnic minorities and persons with lower educational levels have a higher 
prevalence of weight misperception, which refers to perceiving as underweight (Dorsey et al., 
2009).  Additionally, a study entitled Do Stage Transitions Result in Detectable Effects 
(STRIDE), found that even though the average BMI was higher for Black women compared to 
White women, Black women were less likely to report that they were overweight, and were more 
likely to report that they did not way enough, in fact (Thomas et al., 2012).   
  
The race of the patients was not documented but seeing as though Philadelphia is approximately 
75% non-Hispanic Black (United States Census Bureau, 2010), it is likely that the study 
population was majority non-Hispanic Black.  That being said, the results from the studies 
mentioned above might be applicable among our study population.   
 
Limitations 
The research team does recognize that there are limitations to this study design.  This was a 
secondary analysis and the data being analyzed were not collected for research 
purposes.  Because of this, pieces of information were not properly filled out or left completely 
blank.  This also may mean that the patients may indeed have been concerned about their weight, 
but because it was not specifically asked, it was not brought up, and therefore not documented.  
Another limitation is that it is possible that the home visiting nurse simply did not note a weight 
concern, even if it had been discussed during the visit. 
 
Future Directions 
Future research is needed to explore if indeed urban obese women do not identify that their 
weight is of concern.  Intervention strategies are needed to align perceived concerns about 
weight and diabetes self-management between providers and diabetic pregnant patients.  
 
 
 
 
 
 
 
 
CONCLUSION 
Considering the rising rates of diabetes and maternal morbidity and mortality, caring for 
pregnant women with diabetes and obesity provides an important window of opportunity to 
develop evidence-based interventions to improve their future health. 
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